The present study examined the association between belief in life after death and six measures of psychiatric symptomology in a national sample of 1403 adult Americans. A statistically significant inverse relationship was found between belief in life after death and symptom severity on all six symptom clusters that were examined (i.e., anxiety, depression, obsession-compulsion, paranoia, phobia, and somatization) after controlling for demographic and other variables (e.g., stress and social support) that are known to influence mental health. No significant association was found between the frequency of attending religious services and any of the mental health measures. The results are discussed in terms of the potentially salubrious effects of religious belief systems on mental health. These findings suggest that it may be more valuable to focus on religious beliefs than on religious practices and behaviors in research on religion and mental health.
T here has been a growing interest in religion in psychiatry and other fields of medicine in recent years (Gallagher et al., 2002; Kroll et al., 2004; Weaver et al., 2003) . This interest is spurred, in part, by the accumulating evidence in the health and social sciences showing a positive relationship between religion and psychological well-being (Ellison and Levin, 1998; Ellison et al., 2001; Koenig, 2004; Krause and Ellison, 2003) . Various studies have found that religion can provide an important means for coping with mental illness and psychological distress Pargament, 1997) , can affect attitudes about psychiatric disorders (Weisman, 2000) , and may even influence the utilization of mental health resources (Fontana and Rosenheck, 2004; Larson et al., 1989) . The most widely established impact of religion on mental health outcomes, however, is that it plays a protective or preventative role (Ellison and Levin, 1998; George et al., 2002) .
Self-reported religious attendance is the most commonly used measure of institutional religious activity and has been found to be positively associated with numerous measures of physical and mental health (George et al., 2002; Koenig et al., 2001) . Frequency of praying is the most commonly used measure of private religious activity, though it has not been studied as extensively and has been found to have both positive and negative associations with health outcomes McCullough, 1995) . Little attention, however, has been paid to the influence of religious beliefs on physical or mental heath (Exline, 2002; Krause, 1993) .
Religion and Psychiatric Problems
Depression is the most widely studied of the psychiatric disorders with respect to religion . A review of over 50 published studies of organized religious activity and depression found there was reasonable evidence that religiousness was negatively related to depression, but "the results across studies are not as consistent as one would like" (McCullough and Larson, 1999, p. 130) . The effects of prayer tended to be smaller or nonexistent, and sometimes they were in the opposite direction (McCullough and Larson, 1999) . Some of the strongest evidence for the inverse relationship between organized religious activity and depression comes from national and regional studies of communitydwelling populations (Baetz et al., 2004; Braam et al., 1997; Ellison, 1995; Koenig et al., 1998a; Parker et al., 2003) .
Anxiety is the second most commonly studied disorder with respect to religion. A recent article by Shreve-Neiger and Edelstein (2004) reviewed 17 studies on religion and general anxiety published since 1962. The majority of the studies found a negative relationship between religion and anxiety level, five found a positive relationship between religion and anxiety level, and four found no relationship at all. Once again, the strongest evidence for a negative relationship between anxiety and religiosity came from studies of community-dwelling individuals, but the results are far from conclusive (Koenig et al., 1993a (Koenig et al., , 1993b .
Far less research has examined the relationship between religion and other psychiatric disorders. A review of the older literature suggested rigid religions may predispose an individual to obsessive-compulsive disorder (Fitz, 1990) , but the results of recent studies are mixed (Abramowitz et al., 2004; Raphael et al., 1996; Sica et al., 2002; Tek and Ulug, 2001 ). An extensive literature review identified only three studies on religion and somatization. One found differences in somatic complaints across religious denominations (Androutsopoulou et al., 2002) , and another found denominational differences in beliefs about the underlying causes of psychologically related somatic complaints (Chaturvedi and Bhandari, 1989) . The last of the three studies found no significant relationship between somatization disorder and either organizational or private religious activities (Koenig et al., 1993a) . Although phobic disorders appear to be the most common psychiatric disorders among the general public in the United States (Brown et al., 1990; Stein et al., 2000) , we found only two community studies of religion and phobic disorders (Hybels et al., 2000; Koenig et al., 1993a) , neither of which found them to be associated.
Belief in Life After Death
Current sociological theory views belief in an afterlife as a core component of many religious belief systems, providing meaning to one's present life and the promise of rewards in the next (Stark and Bainbridge, 1996) . The existence of a life after death is a fundamental belief of most major religions (Obayashi, 1992) , and some scholars have proposed that religion primarily arose as a way to deal with death (e.g., Malinowski, 1954) .
Over the years, numerous national surveys have found that more than three-quarters of Americans believe in life after death (Greeley and Hout, 1999; Klenow and Bolin, 1989 -1990) . Despite such widespread belief, relatively little research on this topic has appeared in the psychological and psychiatric literature (Exline, 2002) , and most of the existing research has examined the effects of afterlife belief on fear of death (Alvarado et al., 1995; Templer, 1972; Templer and Dotson, 1970) .
Study Purpose
We are aware of only a few attempts to examine systematically the association between afterlife beliefs and other aspects of mental health. Although a recent study of terminally ill cancer patients found no relationship between belief in an afterlife and either anxiety or depression (McClain-Jacobson et al., 2004) , community studies suggest that afterlife beliefs may have positive effects on physical and mental health (Ellison et al., 2001; Krause et al., 2002) . The present study examined the association between belief in life after death and specific measures of a variety of psychiatric symptom clusters.
Hypotheses
The research to date suggests there is association between religious practices and symptoms of some psychiatric disorders. Given these findings, and the better established link between organizational religious activity and psychological well-being (Koenig et al., 1998b; Koenig, 2001; Levin and Chatters, 1998) , our first hypothesis (#1) was that religious attendance will be negatively related to symptom severity for all six psychiatric symptom categories or clusters examined in the current study.
The strongest case for the salubrious effects of prayer on mental heath comes from studies on depression (McCullough and Larson, 1999) . Thus, we hypothesized (#2a) that frequency of prayer will be inversely related to symptom severity. However, the opposite relationship has been reported in some studies. Indeed, Tepper et al. (2001) found frequency of prayer varied directly with psychiatric patients' severity of symptoms, as measured by the Symptom Checklist 90-R, a scale which is very similar to the one used in the present study. This may occur because patients use prayer to help alleviate their psychiatric symptoms. Therefore, we also decided to test the alternative hypothesis (#2b) that frequency of prayer will vary directly with symptom severity.
Finally, we hypothesized (#3) that belief in life after death would be inversely related to the severity of each of the six psychiatric disorders examined, even after controlling for other religious activity and demographic variables that have been found to covary with religiosity and/or to contribute to mental health.
METHODS

Sample
An email was sent to a random sample of 8500 American adults inviting them to participate in a Web-based survey. The potential participants were selected and contacted by Survey Sampling International, which maintains a sampling frame of individuals that matches the demographic characteristics of the 2000 United States Census within 1%. A total of 1895 individuals from all 50 states and Washington DC participated in the survey. Some 266 of the respondents were excluded because of missing demographic data, yielding a sample of 1629 participants. The survey was sponsored by Spirituality & Health magazine and was conducted by Equation Research between August 5 and 10, 2004. The rate of participation is comparable to or higher than that reported for other internet surveys using an email solicitation (Kaplowitz and Hadlock, 2004; Porter and Whitcomb, 2003) . The sample was evenly divided between males (50.1%) and females (49.9%).
Questionnaire
The questionnaire was designed by one of the authors (K. J. F.) in collaboration with the editor of Spirituality & Health, Robert O. Scott, and Andrew J. Weaver, the former Research Director of The HealthCare Chaplaincy. The items were drawn and adapted from a variety of published scales.
Independent Variables
Three independent variables were tested: (1) frequency of religious attendance (institutional religious activity), (2) frequency of prayer (private religious activity), and (3) belief in life after death. The first two variables were scored on an 8-point scale, ranging from 0 ϭ "never" through 7 ϭ "every day." The third variable was scored as 1 ϭ yes, 0 ϭ undecided, and -1 ϭ no (Klenow and Bolin, 1989; McClainJacobson et al., 2004) .
Dependent Variables
Six subscales of the Symptom Assessment-45 Questionnaire served as the dependent variables (Davison et al., 1997; Sitarenios et al., 2000) : anxiety, depression, obsessioncompulsion, paranoid ideation, phobia anxiety, and somatization. Each subscale consists of five items that are rated from 1 to 5, with 5 indicating extreme severity. The Cronbach ␣ values for the six subscales were between .81 and .88.
Control Variables
Six demographic variables were recorded and used as controls in the analyses: age, gender, race, marital status, socioeconomic status, and urban density. Gender, race, and marital status were dummy coded, respectively, as 1 ϭ female, 0 ϭ male; 1 ϭ white, 0 ϭ nonwhite; 1 ϭ married, 0 ϭ not married. Socioeconomic status was assessed by summing the scores for education and income, both of which were measured on 8-point scales. Residential urban density was measured by the question, "Which of the following best represents where you live?" Responses were coded for analysis as 1 ϭ rural, 2 ϭ suburban, and 3 ϭ urban. Results from a 1978 national survey indicated that belief in life after death was higher in rural areas (Klenow and Bolin, 1989 -1990) .
Stress level and social support also were entered as controls in the analyses because they are known to influence mental health (Ellison et al., 2001; George et al., 2002) . Stress was measured by having participants select any of a list of 15 stressors they experienced during the past year, and the number of stressors was summed to form a single measure. The stressors were selected and adapted from a number of studies (Cohan and Bradbury, 1997; Kubany et al., 2000; Oman and King, 2000; Shrout et al., 1989) . Social support was measured by six items adapted from Zimet et al. (1988) . Each of the six items was measured on a 4-point scale, which were summed to form a single score. The Cronbach ␣ for the scale was ϭ .83.
The questionnaire included six items that measured religious fundamentalism (Weaver et al., 2005) , which were combined to form a single score (␣ ϭ .84). The items were selected from a scale developed by Altemeyer and Hunsberger (1992) . Although we were not interested in religious fundamentalism per se, we used it as a control variable.
Statistical Analyses
The data were analyzed by ordinary least squares multiple regression (Cohen and Cohen, 1975) , with one regression model constructed for each of the six psychiatric symptom groups. The nine control variables were included in each model along with the three independent variables. The data set was adjusted for age, income, and race by weighting each participant to match the 2000 US Census. Because of missing values, the sample size used in the statistical analyses was 1403. Supplemental analyses are described in the text.
The standardized ␤ values from each model are presented for each variable in the table. A ␤ is similar to the Pearson correlation coefficient (r) in that it shows the direction and strength of the relationship between two variables (Cohen and Cohen, 1975 ). Table 1 shows the results of the regression models for each of the six psychiatric symptom clusters examined in the study. The results provide no support for hypothesis 1, which predicted that organized religious activity would be positively related to better mental health. No significant association was • Volume 194, Number 7, July 2006 found between religious attendance and any of the six measures of psychiatric symptoms. Nor did we find any support for hypothesis 2a, which stated that prayer would be inversely related to symptom severity. Instead, we found frequency of prayer varied directly with symptom severity. Statistically significant positive associations between prayer and symptom severity were found for all the psychiatric symptom groups except depression. The ␤ values for the other five psychiatric conditions ranged between .064 and .120. These findings provide strong support for hypothesis 2b that people with higher levels of symptoms pray more often. However, this may be an artifact of using cross-sectional data. Since prayer is widely used as a source of comfort in times of distress, the worse a person's symptoms are the more a person may pray, as Tepper et al. (2001) reported. And indeed, correlation analysis indicated that there was a positive association between our measures of prayer and stress (r ϭ .07, p Ͻ 0.01).
RESULTS
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The results confirmed hypothesis 3, that belief in life after death was significantly associated with lower symptom levels on all six psychiatric symptom clusters. The ␤ values ranged from -.050 to -.142, with the highest degree of association found for the anxiety, phobia, and obsessioncompulsive symptom clusters.
As expected, both stress and social support were significantly associated with symptom severity across all six psychiatric groups. Higher levels of stress were associated with greater symptom severity for each psychiatric group, and this association was quite substantial, with ␤ values between .128 and .259. Social support, on the other hand, had a significant negative association with symptom severity, although the size of the association varied appreciably. Social support showed the strongest negative relationship with depression (␤ ϭ -.277). These findings are consistent with past research on psychological well-being (e.g., Ellison et al., 2001) , but previous research has typically used less sophisticated dependent variables than the ones used here.
Residential urban density was inversely related to belief in life after death (r ϭ -.08, p Ͻ 0.01), which agrees with the findings of Klenow and Bolin (1989 -1990) . Urban density was not significantly correlated with any other religious measure. Regardless of religious beliefs or practices, people in more densely populated areas tended to report more psychiatric symptoms, but this association was statistically significant for only depression, paranoia, and phobia.
Socioeconomic status was inversely related to religious attendance (r ϭ -.06, p Ͻ 0.05), prayer (r ϭ -.05, p Ͻ 0.001), and religious fundamentalism (r ϭ -.15, p Ͻ 0.001) to various degrees, but it was not significantly correlated with belief in life after death. Other research suggests that the relationship between socioeconomic status and religion can be complex (Sherkat and Ellison, 1999) . We know of only one study that examined the correlates of afterlife beliefs, and the only socioeconomic measure it used was education, which was unrelated to belief in life after death. As seen in the table, socioeconomic status was inversely related to symptom severity on all six dependent variables.
Among all the demographic variables, age exhibited the strongest association with mental health, with older individuals reporting significantly less symptom severity on five of the six dependent variables. Religious fundamentalism was correlated with religious attendance (r ϭ .56, p Ͻ 0.001), prayer (r ϭ .49, p Ͻ 0.001), and belief in life after death (r ϭ .35, p Ͻ 0.001), but it was not related to any of the psychiatric measures.
DISCUSSION
As hypothesized, belief in life after death was consistently and directly related to better mental health after controlling for other variables in the models (hypothesis 3). This association was found for all six psychiatric symptom groups assessed in the study. Although religion represents a sophisticated belief system, research in the area of religion and health has tended to ignore religious beliefs in favor of measures of church attendance, religious affiliation, or selfassessed religiosity (Flannelly et al., 2004) . However, these measures may not sufficiently tap those aspects of religion that influence mental health (Ellison and Levin, 1998) . The little research that has examined religious beliefs and mental health has mainly examined global concepts, such as wellbeing or life satisfaction (Krause, 1993) , described the religious beliefs of patients (e.g., Kroll and Sheehan, 1989) , or explored the role of religious beliefs in therapeutic interventions (e.g., Carone and Barone, 2001; McLaughlin, 2004) .
Like other belief systems, religion provides meaning to life and a framework for understanding the world (McIntosh, 1995; Silberman, 2003) . The fact that religion provides meaning to life may partly account for its salubrious influence on depression (Gallagher et al., 2002; Nelson et al., 2002) . However, belief in an afterlife offers many avenues of support that can ease the strain of everyday life, and in so doing helps to prevent the development of depressive or various other psychiatric symptoms.
Belief in life after death may help to put one's experiences in a broader context. If this life is only a small part of things to come, daily problems and even major traumas may be seen as merely temporary or ethereal. If life transcends death, one's core identity may be seen as spiritual and apart from the material world, so health, financial, and relationship problems may seem less threatening. Such material concerns also may feel less pressing if one is more concerned about one's spiritual welfare. In a similar vein, the common Christian concept that bad people will be punished and good people will be rewarded in the afterlife (Obayashi, 1992) may reduce stressful reactions to interpersonal conflicts or injuries, since one believes the wrongdoer will be punished in the afterlife. One might also be able to accept adversity more easily, given the promise of eternal rewards in the next life (Stark and Bainbridge, 1996) .
The sense that life is meaningful and manageable is an important resource that allows people to see stressful experiences as less threatening and to cope with them more effectively (George et al., 2002) . Belief in life after death appears to provide this perspective.
The Journal of Nervous and Mental Disease • Volume 194, Number 7, July 2006 Afterlife Belief and Mental Health Viewed broadly, these findings underscore the potential value of moving beyond the current focus on religious practices and behaviors. Paying more attention to religious beliefs may help to clarify the complex, multifaceted nature of associations between the domain of religion/spirituality and mental health. Since the use of cross-sectional data does not allow us to establish a causal relationship between belief in life after death and psychiatric symptoms, it would be valuable to include measures of afterlife beliefs in longitudinal studies of mental health.
